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EDITORIAL. 


E do not wish to belittle the virtue of punctuality. 

We are two days late in our appearance this 

month, and we should be flattered to hear of a 

riot in the cloak-room. Had we appeared on the first of 

the month no one would have been there to receive us, 

it being bank-holiday. Had we appeared two days 

earlier our readers would have lost at least one interest- 
ing article. 

We suggest that adequate amends have been made by 

the addition of an extra eight columns over our usual 


length. ‘ 2 a 


We believe that it is not a mere pious hope to say that 
we expect our readers do not confine their literary 
browsings exclusively to medical writings. So we expect 
that a certain sixpenny weekly that has recently burst its 
brilliance on the journalistic horizon is not unknown to 
them. We wish to express the sincerity of our flattery 
by the path of imitation. Would that we had the ability 
of the large Editor of the weekly and could express our 
dearest thoughts to the public under such a heading as 
“ Found Squandering,” but although this is beyond our 
powers we feel that a column headed the ‘“ Cockpit ” 
would be both useful and entertaining. 

Let us amplify our In an edition of the 
JourNAL published some months ago there was an ex- 


suggestion. 


ceedingly interesting article on the treatment of whoop- 
ing-cough by means of intra-muscular and rectal in- 
jections of ether. We happen to know that behind the 
scenes quite a considerable correspondence has been 
carried on upon this line of treatment. But the JouRNAL 
has not had the opportunity of passing on these sub- 
sequent ideas to its readers. Again, we know that the 
highly provocative article in our last issue giving the 
writer’s opinions on the relative values of appointments 
has led to much comment, but so far only one dissentient 


mind has become articulate. We do not wish to wave 
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red flags at bulls, but we ask you, gentlemen, to fight us 
and each other in our “‘ Cockpit.” 
¥ * * 
We wish to congratulate the Warden, Mr. R. M. Vick, 


on receiving the Territorial Decoration. 
* * * 


mew’s men upon their election as Fellows of the Royal 
Galleve of Physicians: Dr. J. D. Barris, Dr. F. G. 
Chandler, Dr. L. J. Davies, Dr. H. H. Scott. 
* * * 
Also, our hearty congratulations go to Mr. R. S. 
M.B. examination. 
returned to Bart.’s, 


It was high time that this trophy 
our last winner being Dr. C. H. 
Andrewes. * * * 

We wish to congratulate Mr. F. F. 
ning the British Medical Associations’ prize for this area 
Chronic Intestinal Obstruction.” 


with an essay on “ In 


a slightly abridged form and robbed of most of its | 
illustrations and addenda we publish it in this number. | 
We are proud to remember that for the last three years | 


a Bart.’s man won this prize and we hope that the 
honour will be “ kept in the family.” 

We are profoundly impressed with the possibilities 
of the amusement park at Wembley 
agents. The well-known passion of the surgical unit 
led one of its 
to take a man so afflicted to the flying boats. 


for blue toes has, we hear, 


being centrifugalized for two hours, observations (so 
They 
were found to be distinctly warmer than before, so a 


says our report) were made on the extremities. 


-second experiment was made in which the patient was 
placed in the inner car and in the outer car was a dresser 
with a thermopile. The failure of the second experi- 
in the inner 
than in the 


One member of the unit then ‘ 


ment was put down to the fact that, being 
car the peripheral velocity was much less 
first case. thought ”’ 
while another looked down a microscope, and a third 
did a blood count. Despite the fact that nothing more 
dramatic than increased ecosinophiles was discovered, 
pathology has been brought to Wembley and the Dunn 
lab. sleeps more happily. 
* * * 

Bertie, the Brontosarus, is a weird animal of doubtful 
genus, constructed under the guidance of Mr. Pickup 
Greenwood. He was conducted by Mr. Imianitoff to 
the Botanic Gardens Old English Féte, where he so 


to the contribution department, Mrs. Rosita Forbes, 


the well-known explorer, was patron of the show and | 


very kindly turned up to see ‘ Bertie’ perform. 
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| States of America. 
| the Square on Thursday, June 4th, for which invitations 


| have been sent by the Treasurer of the Hospital and the 
We offer our congratulations to the following Bartholo- | 


Imianitoff on win- | 


| Restaurant on Wednesday, July Ist. 


| pital. 
as therapeutic | 


members | 
After 


_ established, and those in which it has not. 
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This is the month of the great invasion. We are 
to welcome to our midst a number of members of the 
Interstate Post-Graduate Association of the United 
A garden party is to take place in 


President and Council of the Medical College. We hope 
that the heavens will be as kind as they were on View 


_ Day, and that the seats will by then have been painted. 
| Then America should see Bart.’s at its best. 


There has been some considerable searching of hearts 


| among the more junior men who have received invita- 
Johnson on winning the Gold Medal in the London | 


tions as to what will be the appropriate attire. We are 
tempted to suggest that nothing from a morning coat 
o “ plus fours ” will be considered out of place. 

* * * 


The Annual Dinner of the gth Decennial Contem- 
porary Club will be held at Oddenino’s Imperial 
The Secretaries 
C. Elmslie. 


are Dr. Hinds Howell and Mr. R. 


* * * 


It is with deep regret that we record the death of 
Dr. Howard Tooth, Consulting Physician to this Hos- 
An appreciation of his great services to the 
Hospital and Medical College will be found elsewhere 
in this issue. 








THE POST-SANATORIUM TREATMENT 
OF PULMONARY TUBERCULOSIS. 


going into practice for the first time, that ot 

= the treatment of cases of pulmonary tuber- 
alone who have newly returned from a period of 
sanatorium treatment, is one for which his previous 
experience will help him least. It is also one of the 
greatest importance, as it is upon the way the post- 


| sanatorium treatment is conducted that the final result 
| will depend. Cases returning from an adequate period 


of sanatorium treatment may be roughly divided int 
those in which quiescence of the disease has bee 
The latter 
will not be considered here, as it is unlikely that, i 


| a good sanatorium, the establishment of quiescence |i. 
| not been achieved, it will be possible to do so by ordinary 


methods at home. 
The first essential is to get an accurate idea of the 
| patient’s condition. I want at this stage to emphasize 


| the need for estimation of the condition from two 
stimulated the visitors that {37 10s. was handed over | 


completely different standpoints : 

1. That of the amount of toxemia that is present. 

2. That of the condition of the local lesion in the 
| lun 


"ee 
gs. 
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1. The average case will be found on examination at | 
this stage to be afebrile, and to have little or no increase | 


of pulse-rate at rest or moderate exertion, to have no 
malaise, and feel well, a slight or no cough, and little 
or no sputum, and be at about normal weight ; that is 
to say, have little or no evidence of toxemia. 

2. This will vary enormously with extent of the lesion. 

Make a careful diagram of the physical signs, especially 
the amount of retraction of the chest and local wasting. 
Do not, because you heard added sounds, jump to the 
conclusion that the medical superintendent of the 
sanatorium does not know his business: without 
entering into controversial points, the presence of rdles 
is compatible with a healing lesion. Pay particular 
attention to the undiseased parts of the lungs, and put 
down accurately in what parts of the lungs the physical 
signs are normal. 

Having thus got as accurate an idea as possible what 
the condition of the patient is, draw out a complete 
plan of lite for him, keeping as near your ideals as the 
cconomic situation permits. There are three factors 
which will influence the progress of any given patient, 
and his success in maintaining the, quiescence he has 
achieved, and consolidating it into the arrest that you 
hope for finally (do not talk about cure, it only creates 
wrong impressions in your patient). 


(1) The patient’s economic position; this is outside 
your control, naturally the better his position the more 
nearly he can follow your directions. 

(2) The character of the patient ; 
control he keeps on himself, the more nearly he will 


the firmer the 


follow your directions. ‘‘ You cannot hope to arrest 
pulmonary tuberculosis in a fool.” 

(3) Medical treatment ; the patient ought to be under 
the care of one physician, his general practitioner, who 
can call in the specialist as difficulties arise, or if special 
forms of treatment are thought necessary, but the 
knowledge of his response to work, temperament and 
type of disease will be much more exact in the man 
who sees the patient constantly than in the man who 
is called in occasionally. 

The patient should be seen monthly for three years, 
after apparent arrest three monthly, and his condition 
reviewed in the light of previous examinations, and his 
liie adjusted in accordance with the estimate formed. 

The point should be impressed on the patient that his 
treatment has only just started, and that his life routine 
should follow as closely as possible that which he has 
learnt in the sanatorium. 

The axis round which all our treatment revolves, is, 
that the only real remedy we have at present against 
the disease is rest in one form or another. Accordingly 


go carefully into the following points : 
“ 
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»1. Work.—lIf there is no need for the patient to work, 
this does not apply. If, as in the majority of cases, 
there is, study his occupation from the point of the 
amount of strain on the patient. The work to which 
a man is accustomed will probably be far less exacting 
for him than a new occupation at which he is a beginner, 
and therefore which he will be able to do only with a 
greater expenditure of mental and physical energy. He 
will also earn less and therefore probably take more out 
of himself by worry as to prospects, etc. 

The ideal form of work is one at a fixed salary and 
fixed hours; no form of work on which the patient’s 
earnings are dependent on results or on commission 
is advisable. The hours should be short, and if possible 
should provide for a rest in the middle of the day. The 
surroundings should be light and airy; if possible in a 
room or office by himself, so that he is the arbitrator of 
the window question. 

2. Recreation and rest time.—If the amount of work is 
higher than is suitable, the leisure time must make up 
for it by more rest. If the work 
liberty can be allowed in the way 
early bed and not too early rising, 
engagements involving crowds, are the rule. 


is very light, more 
of exercise. Very 
avoidance of social 
Walking, 
quiet riding on a quict horse, if the patient has been 
previously accustomed to it, bowls, half rounds of golf 
with a caddy, and light gardening, are suitable types of 
exercise. No form of exercise that cannot be quickly 
knocked off if tiredness comes on, is allowed. 

If the work is at all strenuous the week-end should be 
devoted to resting, not exercise ; 


” 


open 


73 


a good tramp in the 
is not usually as good as a good rest in the open. 

Do not allow your patient to start by doing too much 
at first. He may tell you that at sanatorium he has 
been doing really hard digging ; he may have been, but 
he probably will not tell you that it was for four hours 
only, and that fourteen were spent in rest. 

3. Food.—Do not worry about this, let him eat what 
he finds suitable within reason, provided that he cats 
well. He must not neglect or hurry his meals. 

4. Place of residence.—A dry place in the country, with 
a large amount of sun, sheltered from very co'd winds 
is the ideal; but do not achieve this at the cost of long 
and tiring travelling night and morning. Make sure 
that the patient has an airy room to himself with 
sufficiently convenient heating arrangements to en- 
courage the window to be kept open, and if he has not a 
study which is his entirely, and in which he can rest 
undisturbed, have his bedroom fitted partially as a sitting- 
room, with a couch so that he can retire there and rest. 

5. Look very carefully into the precautions that your 
patient takes to prevent infecting others, remember that 
children and young adults are much more susceptib!e 
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to infection than the middle aged. Arrangements 
should be made to overhaul the former periodically, 
and not merely when the original case is diagnosed. 


6. Symptoms.—Treat them as they arise. Never 


forget that it is the symptoms that you are treating and | 
that patients suffering from phthisis can have the | 


illnesses that normal people have. 

Having in detail laid down the lite that your patient 
is to lead, watch him carefully for evidence of the failure 
of the quiescence to be maintained and consolidated, 
as judged by the criteria given later. If you are not 
satisfied that all is well, ascertain by careful enquiry 
and inspection (if necessary) that the régime advised 
is being carried out. If not, try and get the faults 
rectified. If the régime ordered is being followed, the 
amount of rest is too small and must be increased at 
the expense of exercise or work. This, if carried out 


sufficiently and soon enough, will probably be successful. | 
If this fails, the question ct other special forms of treat- | 
ment or of a further period of sanatorium must be | 


considered, but remember that the second period of 


quiescence. 
programme 
increased. 


of work and exercise. 
It is discouraging to the patient to decrease 
it, although it may be necessary if the progress is not 
satisfactory. 


The estimation of the progress of the disease is based: | 


1. On the symptoms indicating toxemia. 


2. On the symptoms and signs indicating the con- 
dition of the local lesion. 


The former is by far the more important. 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


| 


| 
| 
| 
| 


quickly settle, and if a persistent fall occurs after this, 
it is the precursor of re-activity. 

2. The symptoms referable to the local lesion which 
require notice are : 

(a) Dyspnwa.—This is of little or no importance. 
With the increase of fibrosis, which is our object, there 
may be a slow increase of dyspnaa. This may be 


| regarded as favourable rather than the reverse, and 





should occasion no anxiety. 

(b) Cough.—The conditions of open-air life tend to 
reduce the cough, apart from the condition of the disease 
and its reappearance on return need not cause undue 
anxiety. The-.reappearance later of a cough which 
cannot be accounted for by condition of the throat and 
nose or bronchitis, or if thought to be due to these 
conditions does not disappear on suitable treatment, 


| should lead to redoubled vigilance on the points already 


It can easily be | 


mentioned. 
(c) Sputum.—The recurrence of a little morning 
mucoid sputum is usual on return from sanatorium, but 


| having appeared it should not increase persistently or 
sanatorium is seldom as efficient as the first in obtaining | 


Refrain from being too ambitious in your | 


become more purulent. 

(d) Pleurisy.—Undoubted pleurisy especially if recur- 
rent, should be looked on as definite evidence of reac- 
tivity. 

(e) Hemoptysis.—An isolated slight hemoptysis, or 


| repeated, if at long intervals may quite well come from 


a healing lesion and need not in itself give rise to alarm. 
If repeated frequently, however, they give much anxiety 


| and disability to the patient, and the advice of a 
| specialist on the suitability for pneumothorax should 


1. (a) Malaise.—There is apt to be at first an increase | 


of tiredness on getting back to work, especially if the | very equivocal even to the expert. 


change has been rather abrupt and if there is a general 
lack of tone, but this should quickly pass off. 
persists, or listlessness or tiredness appear as a fresh 
symptom, it is an indication that more rest should be 
insisted on. 

(b) Temperature—A morning and evening record is 
very useful and should be used, unless the patient is 
unduly introspective. A chart is more valuable than a 
simple record, as an increase in the difference between 
morning and evening records may appear before actual 
pyrexia. The record can be regarded as accurate in 
contradistinction to the temperatures taken in the 
diagnosis stage, as the patient will have learnt to keep 
accurate records at sanatorium. A definite evening 
pyrexia above 99° must never be disregarded. 

(c) Weight—An accurate weekly record must be 
kept; the patient weighed on the same scale and in the 
same clothes. On return from sanatorium there is 
usually a fall of a few pounds, but the weight should 


be taken. 
The physical signs of a breakdown of quiescence are 
As fibrosis proceeds 


| the signs in the diseased area may become more pro- 


If it | 
| which you have previously found to be clear. 





nounced ; concentrate therefore on the part of the lungs 
Any 
extension of the lesion must receive prompt treatment. 
A single radiographic examination of a patient’s lungs 
seldom will be of much help in deciding on the progress 
of the disease in a difficult case. The greater the experi- 
ence of the radiologist, the greater will be his diffidence 
in expressing a definite opinion. If cases in which it 
can be afforded, it is worth while to have a film taken 
by a radiologist who specialises in lung work when the 
patient returns home, and filing it for comparison later 
if occasion arises. From the difference very mucii 
more useful information can be obtained, but if possible 
have both films taken by the same man. 

The post-sanatorium treatment of cases is a long 
business, but surprisingly good results will be obtained 
if the patient’s medical attendant is persevering and 
continuously watchful. 
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There are three main points in the treatment of 
pulmonary tuberculosis till the day arises when a specific 
cure is discovered. 

1. Early diagnosis. 
ment. 


2. Efficient post-sanatorium treat- 
3. Efficient sanatorium treatment; in this order 
of importance, and it is thus the general practitioner 
who can do the most in combating the disease. 

F, H. Youne. 








THE DIAGNOSIS AND TREATMENT OF 
CHRONIC INTESTINAL OBSTRUCTION : 


WITH THREE ILLUSTRATIVE CASES. 


‘Being the major part of the Prize Essay in the British 
Medical Association’s competition for this year.] 


is reported that Laennec the immortal 


founder of modern medicine, once prefaced a | 


clinical lecture with the following apparent 
paradox: ‘‘ The description or explanation of a symptom, 


if it is to be methodical and scientific, must needs be | 


built up on a classification based on the anatomy and 
the physiology of the parts in question.”’ The full 
force of this truism was very vividly brought back to 


us in our preliminary reflections on the subject-matter | ee Su 
| C. Conditions within lumen of gut: 


of this essay. 
For we are of opinion that—whatever be said or done 
by practitioners, unfortunately too often and too easily 


satisfied when. they have pigeon-holed a “ case ’’ under 


that very unsatisfactory label of Chronic Intestinal | 


Obstruction—that in chronic obstruction we have to deal 
with a very definite aggregate of symptoms, one which 
always recurs as a complete and well-defined syndrome, 


however much the causes thereof may vary, and however | 


much its recognition may be obscured by superimposed 
signs that are peculiar to some of these causes. 
was our original purpose, in planning this essay out, 


to adopt the following modification of Russell Howard’s | 
classification (2), and to deal successively with chronic | 


obstruction due to— 


A. Conditions, outside the lumen of the gut, that 
cause hindrance to the passage of food or 
feces. 

B. Conditions, within the walls of the gut, that cause 
hindrance to the passage of food or faces. 

c. Conditions, within the lumen of the gut, that 
cause hindrance to the passage of food or 
feces. 
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p. Displacements of the gut or of portions of the 
gut that cause hindrance to the passage of 
food or feces. 

E. Changes in the peristaltic movements of the gut 
that cause hindrance to the passage of food 
or feces. 

But difficulties loomed large on considering the limits 
imposed to the size of this essay, and we then thought 
of finding some table or statistics which, based on the 
figures of occurrence, would provide us with a smaller 
division of this, our subject, and also enable us to cover 
the whole ground with only three illustrative cases. 

Here, again, we were to be disappointed, for we were 
unable to find any such statistics. 

We then collected cases from the wards of this Hos- 
pital, in order to draw up the table we needed, taking 
care to include in our list only such cases as presented 
a clear picture of chronic obstruction, either on admis- 
sion, or at some time previous to it. 
the figures for the years 1922-1924: 

Total number of cases.—71. 

Chronic obstruction due to— 


The following are 


A. Conditions outside the lumen of the gut: 
1. Post-operative adhesions and kinks 
2. Lumbar abscess ‘ : 
3. Extra-peritoneal growths (sarcoma) 
B. Conditions within the wail of gut: 
1. Diverticulitis . 


3$=13°33 percent. 


” 


‘ Small intestine 
2. Carcinoma: Ascending colon . 
27=70percent. ) Transverse ,, . - 6°66 
Descending ,, . = 21°66 


1. Foreign objects (gall-stoneand safety- 
pin) ; . F : . 

2. Intra-tubal growth (polyp in sigmoid 
colon) . F ‘ 


| D. Displacements of the gut: 


I. Strangulation through old wound 
2. Visceroptosis . 


| E. Changes in peristalsis : 


1. Intestinal stasis 
2. Hirschsprung’s disease 


*22 
PP ” 


After careful consideration we decided to present the 


| following three cases: (1) A case of carcinoma of the 


And it | 


sigmoid colon; (2) a case of diverticulitis; and (3) a 
case of visceroptosis. 

We foresee the following objections to our choice: 
(a) ‘‘ Why have you left out of your classification all 
cases of obstruction in the rectum? ” and (b) ‘‘ Why, if 
choosing cases typical of the more frequent causes of 
chronic obstruction, do you not quote such a case as 
might be due to kinking or partial obstruction of bands, 
rather than presenting two patients suffering from 
affections of the wall of the gut, as are Cases land II?” 

To the first objection we can reply as follows: 
Although all cases of rectal obstruction have, at some 
time or other, the symptoms of chronic obstruction, yet 





the clinical picture is but very rarely clear. Either the 
dyschezia becomes, soon after its onset, completely 
hidden by the more striking and severe symptoms of 
malignancy (the most frequent cause), e. g. the passage 
of blood or pus; or else, what we should like to call 
“the tripod of cardinal symptems of chronic intestinal 
obstruction ” is lost sight of by both doctor and patient 
in the face of severe local pain, the condition of 
neighbouring organs, or of the symptoms caused by an 
early-occurring attack of acute obstruction. 

The nature of the cases we have had under our imme- 
diate supervision also influenced us greatly in our choice 
of the conditions hereafter reported, and the frequency 
of errors in the differential diagnosis between the very 
serious condition of malignant new growth and such 
comparatively benign affections as chronic diverticu- 
litis also seemed a powerful argument in favour of our 
giving an example of each disease, so as to emphasize, 
if possible, the various pitfalls into which one may be led. 

As to cases of kinks and strangulation by bands, 
these, for the most part, only came under medical 
attention when the condition had become acute, and in 
numerous other cases pain was the only symptom com- 
plained of by the patient(5). This distortion of the 
‘tripod of symptoms,” we thought, was another good 
reason not to emphasize too much this cause of chronic 
intestinal obstruction. 


Case 1.—A case of carcinoina of the sigmoid colon. 


Mrs. Phoebe H—, wt. 31. Early 1921, periods of constipation. 

Early 19 suffers from diarrhoea, sickness, abdominal pain and 
constipation. 

Early 1923, patient noticed tumour in left side. 
epigastric pain. 

Late June, 1923, increasing difficulty with bowels. Diarrhea 
ceased. ‘Tumour enlarges and is diagnosed as carcinoma. 
August Ist, 1923, exploratory laparotomy; partial excision of 

colon with lateral anastomosis ; cawcostomy. 
September roth, 1923, patient discharged. 
November 23rd, 1924, patient followed up: 


279 


22; 


Continuous 


well; no recurrence. 


INTERPRETATION, 

The above is a perfectly simple and straightforward 
case. It is one of early carcinoma properly diagnosed, 
satisfactorily excised and free from recurrence. Several 
points are well illustrated by it and are worthy of notice. 
We wish to draw attention to the very early onset of 
symptoms—-a point which we shall develop later. The 
only other point worth mentioning here is the relatively 
unsatisfactory result of cecostomy as a means of drain- 
ing the alimentary tract. In 29 cases in which this 
operation was recently performed at this Hospital, 19 
proved to be unsatisfactory, 3 cases gave but moderately 
good results, while the remaining 7 proved to be useful, 
functioning artificial ani. 

Having established by the table given in the intro- 
duction that carcinoma of the large intestine is one of 
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the frequent causes of chronic intestinal obstruction, 
there still remain for us to decide exactly in which part 
of the bowel it was of commonest occurrence. The 
table gave a percentage of 58°3 for the descending colon 
and of 25 for the ascending colon. Bvt firstly, as. 
these 27 cases were only those in which a clear picture 
of chronic obstruction was present, and secondly, as 
that number was so very small, it was thought wis: 
to find some more authoritative statistics to help in our 
choice of the case. 

J. R. Tuttle gives the following classification o! 
2431 malignant tumours of the intéstine : 

Carcinoma of the rectum, 1690. 

of cecum and ascending colon, 283. 

of the sigmoid colon, 182. 

of the transverse and descending colon, 16». 
of the appendix, 60. 

Neoplasms of the ileum, 37 (22 cases of sarcoma). 
jejunum, 14 (12 cases of sarcoma). 
», duodenum, 5 (I case of sarcoma). 

From other sources in the literature we get the fol- 
lowing figures for 1404 cases of carcinoma of the large 
intestine (rectum excluded) : 


” ” 


” 


Carcinoma of the ascending colon and hepatic flexur~, 
566 = 40°3 per cent. 

Carcinoma of the pelvic and descending colon (in- 

cluding spienic flexure), 577 = 406 per cent. 

Carcinoma of the transverse colon, 267 = 19 per cent 

The sigmoid colon, together with the ceco-colon, form 
the two sites of normal stagnation of the intestinal 
contents, and are also the sites of greatest sensitivene:s. 

A word must be said of the macroscopic aspects 
of malignant growths, as they have a distinct bearing 
on chronic obstruction. There are two types of 
that affect the bowel. The one is tlic 
scirrhus and the other the encephaloid tumour. § Tiie 
appearance they present is very constant; while tic 
harder tumour mostly adopts the annular, laterally 
expanding type, the softer form of the disease projets 
into the lumen of the bowel in the form of friable vece- 
tations. The obstruction to the passage of food and 
feeces is obvious in the case of vegetating growth. ‘ts 
nature is also easily understandable; a progressivi ly 
growing tumour projecting into the lumen of the tude 
must bring about progressive retardation of the flow of 
contents. This retardation, from the fact that it is 
slowly increasing and constantly present, gives rise to 
the symptoms of chronic obstruction. 

Similarly in the scirrhus type of growth, the lateral 
infiltration of the wall of the bowel first produces a 
hardening of a segment of the gut-tube. This in itscli 
is sufficient to bring about a certain amount of obstric- 
tion, for if local induration takes place in a tube having 


carcinoma 
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actively contracting walls, retardation of the transit 
of the contents always takes place. It’ was very clearly 
brought home to us by a simple little experiment we 
tried, namely, of interposing a segment of glass tubing in 
the middle of an indiarubber pipe, along which we 


‘orced pultaceous matter by manually compressing the | 


rubber. Marked arrest of the flow tock place at the 


site of the glass segment, which represented the annular | 


type of growth. 

The reason why we should expect chronic obstruction 
in all cases of carcinoma seems very clear to us from a 
consideration of the above-mentioned facts; and if 
‘these are true we ought to be able to recognize the sym- 
ptoms of this condition from the very earliest onset of 
the disease. 

The recognition of malignancy has now become one 
of the cardinal landmarks in the Science of Healing, and 
much has been written on the subject of diagnosis. We 
wish to stress the necessity for X-ray investigation in all 
eases, and the importance of visual evidence of the 
nature of the tumour when laparotomies are performed. 

As to treatment, the claims of X-ray therapy, 
radium-therapy and Curie-therapy (the excellent name 
now used in France for deep X-ray treatment) are not 
yet sufficiently supported to merit more than a mere 


mention and an expectant watchfulness. Purely medical 


means have proved to be of no avail, and even the | 


quasi-Maskelynian magic boxes of recent repute have 
failed to give results worthy of serious consideration. 
At the present moment we must still fall back on the 


surgeon’s knife as the sole panacea in this dilemma of | 


science. 


Case 2.—A case of chronic diverticulitis. 

Mrs. Elizabeth D—, et. 65. 
biliousness. 

1922, patient has henceforth been chronically constipated. 

November, 1923, attack of coffee-ground vomiting. 

December, 1923, attack of distension. Treated at Metropolitan 

' Hospital with enemata. : 

May, 1924, patient noticed a “lump in stomach.’? This grew 
more and more painful. 

June roth, 1924, twisting pain in site of tumour. 
up to hospital. Recommended for admission. 

June 21st, 1924, exploratory laparotomy and transverse colostomy. 
Tumour diagnosed by hand as carcinoma. 

July 2nd, 1924, retraction of colostomy. Operation to pull it 
out and colostomy opened. 

July 17th, 1924, colostomy under tension again. 
relieve tension. 

August Ist, 1924, patient discharged, to come in again for removal 
of tumour. 

October 1st, 1924, Operation: Resection of iliac colon and end- 
to-end anastomosis. Tumourfound tobechronic diverticulitis. 

November 2nd, 1924, patient discharged. To come up toward 
latter part of January to have colostomy closed. 


1895-1915, patient suffered from 


Patient came 


Operation to 


INTERPRETATION. 


Although, as is shown by the figures quoted in the 
introduction, diverticulitis is not one of the most 











frequent causes of chronic intestinal obstruction, yet 
the above-mentioned case is very instructive. First of 
all it shows how much the clinical picture of diverticulitis 
may resemble that of a malignant neoplasm, and then, 
much can be learnt from the error of diagnosis which 
was made—one which happily proved to be of but 
little consequence to the patient. X-ray examination 
of the gut was omitted in view of what was considered a 
sure, true clinical diagnosis. 

We have here a striking 
closely a diverticulitis can 
Luckily for the patient, the condition was ultimately 
recognized and successfully treated. 


illustration of how very 


simulate a carcinoma. 


We base our conception of diverticulitis on Jordan’s 
masterly exposition of the pathology of this condition. 
He says: “ 
ticulitis. 


. . . Colitis always precedes diver- 
This condition is found in those who lead 
strenuous lives and seldom among those born to wealth 
andease. The catarrhal state of the mucous membrane 
induces tight haustral constrictions of the bowel, with 
exaggerated sacculations between the haustra 
the condition known as 





in fact 
‘false diverticulitis.” After 
this condition has persisted for some time it becomes 
permanent, the haustra never relax, and the lumen of the 
bowel never opens fully. The bowel forces its contents 
through the narrow lumen in small amounts suspended 
in mucus. 

“The iliac colon is the part of the large intestine where 
bands form first (Lane’s ‘first and last kink’), and, 
from long-continued catarrh, tightly and 
persistently contracted. Hence the iliac colon is by 
far the most frequent seat of diverticulitis. After a 
time small-cell infiltration takes place, which leads to 
a palpable tumour. The saccules 
coats at this stage, for— 

“1. The whole bowel is sodden. 


becomes 


lose their muscle 


‘‘2. The circular muscle, owing to spasm, contracts 
down to the bowel wall at the base of the 
saccule, leaving its side bare of muscle. 

“3 The muscle-layer which covers the saccule is 

within the 

bowel, and is gradually absorbed. . Pas 


attenuated by pressure from 
This, we think, is a rational, true and complete 
explanation of the origin of diverticulitis, of its pathology, 
and accounts for its most usual situation. Jordan goes 
on to say: i 
% . The catarrh which leads to colitis is very 
obstinate, and it takes all the resources of the physician 
to cure or lessen it. The catarrh itself is due primarily 
to stasis of the large intestine, and secondarily to 
microbic infection. Diverticulitis is therefore a special 
manifestation of stasis. . . .” 
Here, however, we cease to agree with him, arguing 
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that his explanation of the original catarrh is dogmatic 
and empirical. This condition may be due to several 
other causes, e. g. to irritation of the mucous membrane 
by solid, undigested particles of food, and other slight 
mechanical injuries ; to a local toxemia; to weakening 
cf the resistance of segments of the bowel by minute 
infarctions ; to microbic infection per se, etc. And 
gencrally, we think that the deductions he draws 
to arrive at the conclusion that ‘ diverticulitis is a 
special manifestation of stasis ”’ 
of cause 


is a misinterpretation 


and effect. Why should not diverticulitis 





Fic. 18.—SkIAGRAM OF BartuM MEAL IN AN Unusuat CASE OF 
DIVERTICULITIS. 


develop quite independently from a pre-existing stasis ? 
And then, if this is possible, once that diverticulitis is 
established, stasis and chronic obstruction would follow 
as a result of this condition. 


It would be difficult to conceive of normal peristalsis 
in a bowel, a fairly large segment of which is thickened, 
infiltrated and often sclerosed. This is a deduction one 
is forced to arrive at after glancing at Specimen 1952A 
in the Museum of this Hospital—even after making 
most generous allowances for the after-effects of 
the exteriorization of that particular tumour. Re- 


tardation of fecal transit is brought about by causes 





similar to those present in annular carcinoma, and 
by the presence of solid concretions filling up the 
diverticula and projecting into the lumen of the bowel. 
This retardation at the site of the tumour is tantamount, 
and gives rise to, the symptoms of chronic obstruction. 


Diagnosis. 


Although suspicions may be aroused as to the naturc 
of the tumour that is present by the history and the 
clinical examination of the case, laparotomy and a 
positive skiagram are the only certain ways of diag- 
nosing diverticulitis. 

Differentiation has to be made from the following 
affections of the bowel: Carcinoma, actinomycosis, 
tuberculous peritonitis, chronic sigmoiditis, left-sided. 
appendicitis, and in the female, from adnexal disease. 
The typical small oval patches of shadow that remain 
after evacuation of the greater part of a barium meul 
are almost pathognomonic. Yet a certain amount of 
care has to be exercised in the interpretation of the 
skiagrams (see Fig. 18). According to John Muir, thes, 
small shadows must be differentiated from calculi, phlebo- 
liths and calcified glands. This is easily accomplished by 
exposing a plate before administering the opaque meal. 
Incidentally Muir also finds that diverticulitis is most 
commonly found distally to the splenic flexure. 

As regards treatment, there is but little to. say. 
Medical means are, apparently, useless, and Rotter, 
the authority we are quoting here, always advises some 
form of extirpation. The less formidable types of 
operation are naturally to be used, and these practically 
amount to local resection. Preliminary colostomy is 
not necessary, as there is usually no trouble in the 
healing of the anastomosis, a constipating mixture such 
as M. catechu. co. being sufficiently efficacious to: 
prevent stress taking place too early at the site of the 
gut-junction. 


Case 3.—A case of visceroptosis and of intestinal stasis. 


Miss Emily M—, ext. 38. 
nine weeks. 

1909, attack of ‘‘ gastric ulcer’ lasting 8 weeks. 

1913, attack of “‘ gastric ulcer ’”’ lasting 3 months. 

1916, attack of appendicitis—no operation. 

1916-1921, attacks of vomiting and epigastric pain. 

Early 1921, these attacks get more severe and more frequent. 

June, 1921, appendicectomy. 

September, 1921, operation for piles and fistula in ano. 

November, 1921, recurrence of vomiting and epigastric pain. 

December 3rd, 1921, cecopexy. 

January 17th, 1922, no improvement ; transferred to Medical Ward. 

February 12th, 1922, transferred to sanatorium, slightly improved. 

August 2nd, 1922, operation for femoral hernia. 

February 12th, 1923, readmitted for pain in epigastrium ai. 
hematemesis. No attack while in ward. Discharged. 


1905, attack of ‘gastric ulcer” lasting 
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INTERPRETATION. 


This patient belongs to and forms a very good example 
of a class that has raised much discussion during the 
last few years. We refer to what has so aptly been called 
‘the abdominal woman.” These unfortunate people 
seem to be born only to spend the greater part of their 
lives either in the beds of nursing homes and infirmaties, 
or else to drag their ever-ailing, worn-out bodies through 
the consulting-rooms of specialists. Each one of these 
is able to find some cause of the trouble, and to recom- 


mend some form of ‘ unfailing ’’ treatment, and yet, 








VISCEROPTOSIS BEFORE 


Fic. 20.—CasE 3.—Miss Emiry M—. 
E 20) 


OPERATION (21:11: 


they are ever unable definitely to cure the patient {rom 
symptoms which are undoubtedly very real, and which 
cause the sufferers infinite misery. This weary, dragged- 
out helplessness, sooner or later—and this in every case 
—reduces the patient to a bundle of worn-out nerves, 
either to a neurasthenia of the worst degree, or else 
to an extreme hypochondria. Of this last class Miss | 
Emily M— was a very good example. In all cases, the | 
symptoms of chronic intestinal obstruction are pre- 
dominant. 

Victor Pauchet, speaking of the surgical treatment | 
of intestinal stasis, emphatically dissociates Glenard’s 
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disease from what he terms ‘ Lane’s disease,’ and 
which he defines as ‘‘ visceroptosis combined with chronic 
intestinal stasis.’’ This, in our opinion, is an erroneous 
exposition of the clinical and pathological findings. 
J. C. Roux, in his magnificent treatise on gastro- 
intestinal pathology, clearly points out that stasis always 
accompanies ptosis of the viscera. And, indeed, it 
would be difficult to believe that normal peristaltic 
movements are present in gut that is always found to 
be enlarged proportionally to its descent and that is 


ever sluggish (as evidenced by all X-ray findings in 


Fic. 21.—CAsE 3.—Miss Emity M—. 
OPERATION (23:2: 


VISCEROPTOSIS 


23). 


AFTER 


all cases of enteroptosis). In our opinion, the term 


‘“ Lane’s disease’ should be strictly restricted to the 
state of intestinal stasis resultant on the presence of 
kinks and adhesions of the bowel, this, infact, being the 
theme of Sir Arbuthnot Lane’s well-known treatise. 
Symptoms nearly always accompany ptosis. These 
are usually constipation, dyspepsia and dragging pain 
in the back and abdomen—in 


picture of chronic obstruction. 


other words a clear 
Sometimes, but only 
rarely, pronounced symptoms of stercoremia are present. 
This, we think, is another good proof to back our 


divergence from Pauchet’s view, for although stasis is 
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undoubtedly present in the absorptive part of the large 
intestine, yet it is not sufficiently acute in cases of 
enteroptosis to produce any marked degree of ster- 
coremia, the delay in transit not being so great as 
in cases due to kinks and adhesions the feces pass on, 
and only accumulate to any great extent in the ballooned 
pelvic colon and rectum. 

That stasis is a symptom often caused by kinks and 
adhesions of the gut cannot be doubted, but the very 
diagram given by Pauchet to illustrate this point 
brings forth a strange coincidence in favour of the 
views expressed in this essay, namely that stasis occurs 


mainly in those organs that are most usually found to | 


have dropped, and then in the immediate neighbourhood 
of the situation of the flexure of the gut. 
ileo-cecal junction, cecum, transverse colon and ilio- 
pelvic colon—these are the most common sites of 
Glenard’s disease of the alimentary tract. It is in them 
also that stasis of the contents is most pronounced. 
Having established the existence of a constant re- 
lation between ptosis and stasis, it remains for us to 
define this relationship. Whether ptosis be the cause 
of the gradual arrest of the intestinal hemic circulation, 
this leading to progressive anemia and atony of the walls 
of the gut, thereby slowing the transit of the food and 
feces, and then followed by a passive dilatation, or 
whether, on the contrary, a pre-existing stasis, possibly 
even physiological in origin (as it is so closely related to 
the anatomical situation of places of constriction, 7. e. 
flexures and junctions), when increased by slack habits, 
brings about, either by purely mechanical or possibly by 
stercoremic means, a gradual dropping, fat-absorbing, 
elongation of the mesentery we are unable to say. The 
latter explanation seems the most favourable, however, 


because of the undoubted results of re-education of the 
bowel. 


Diagnosis and Treatment. 


The distinction drawn by Frank Glenard between the 
strong and the weak abdominal-walled cases should not, 
in our opinion, be emphasized overmuch, as we think 
that they are but two stages of one same slowly-working 
process. X-ray examination of a baryta meal usually 
confirms a diagnosis previously arrived at by the clinical 
examination. A long, complex history often gives the 
first clue to this condition. The symptoms of chronic 
obstruction are always present, and, if recognized, should 
always bring to mind the possiblity of enteroptosis. 

If the contentions put forth in this paper are correct, 
and visceroptosis be due to an inherent tendency aggra- 
vated by the appallingly lax method of living that the 
patients have got accustomed to—and this has been con- 
firmed in every case we have seen: age, sex, occupation, 








histories of irregular and irrational meals, irregular 
training of the bowels, lack of methodical exercise, abuse 
of ill-fitting stays and compressing belts, these are 
features that can always be elicited—then clearly our 
first purpose should be a re-modelling of the patient’s 
life and the re-education of her bowels. This cai 
usually be brought about if the case is seen early, by 
a complete change of life, of which Regularity must |) 
the keynote. Regular hours, a rational proportion «! 
sleep, daily exercises, massage, mechano-therapy, an out- 
of-doors existence, Lebon’s reptation treatment of tl 
spine if need be, regular and easily digested meals no‘ 
containing any ingredients likely to cause solid, weight: 


| stools, training of the bowel by the use of laxatives ani 


Stomach, | 








lubricants, or, as has lastly been much advocated, 
the high ascending douches of Vichy—these shoul: 
be prescribed. Other points which are said to favou: 
a return to the normal are the use of bile products, 
intestinal antiseptics, agars, pituitrin, and sometimcs 
even a course of organotherapy. A well-fitting hypo- 
gastric belt should always be worn, and the re-education 
of the mental state must be made to play as importan! 
a part in the treatment as the re-education of the 
alimentary tract. 

If, however, several months of well-carried-out effort- 
on the lines indicated above fail to bring about ameliorz. 
tion surgical measures must be considered. 

The operations used for the relief of visceroptosis are as 
follows: Colo- and cecopexies, cecoplications, short- 
circuiting operations and partial or complete colectomics 

We have taken some care to find out the results oi 
the suspension operations. These are simply appal- 
ling, and their complete abandonment is ardently 
urged. In no single case has the writer known of a per- 
manent cure; in most cases the condition has been 
aggravated. 

Cecoplication has the same effect—one that is clearly 
understandable if our interpretation of the causes of 
the chronic obstruction be true. Remedying the pos'- 
tion or the volume of a viscus that has become aton: 
and dilated cannot bring back its normal functioning, 
powers. 

As to the short-circuiting operations and the colec- 
tomies, they seem to meet the demands, but they are 
of so drastic a nature that even Sir Arbuthnot Lanc’s 
well-arranged arguments cannot convince us of thcir 
use on any but the most extreme cases. 

In conclusion we desire to urge the medical trea'- 
ment of visceroptosis in preference to surgical inter- 
ference. Even in the worst cases medical re-education 
(though necessarily very abridged and imperfect in tlc 
hospital cases analysed) appears to give slightly better 
results than the operative measures. 
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DiscCUSSION AND THEME, 


(1) What is Chronic Intestinal Obs‘ruction ? 


By chronic intestinal obstruction we mean a finite 
aggregate of symptoms due to slow and progressive 
iiterference with the transit of the meal-products from 
the stomach to the rectum. Of the multiplicity of 
causes some act by directly setting up intra-luminal 
obstacles to the passage of the food-bolus, some by pas- 
sively and locally resisting its passage, as in annular 
carcinoma, others by presenting such atony of the pro- 
pelling powers of the gut as to practically abolish all 
intra-tubal circulation. We desire to say an additional 
word on the subject of intestinal adhesions and kinks. 
It has already been suggested that these cases do not 
constitute a class typical of chronic obstruction, for 
not only is there a distortion of the ‘tripod of sym- 
ptoms ’’ and a more frequent picture of acute obstruction, 
but there are a great number of patients in whom ad- 
hesions, or kinks, or both, are present, and who complain 
of no symptoms whatever of obstruction. We have 
permission to quote the verbal authority of Sir Bernard 
Spilsbury, who declares having seen a great number of 
cases in which the post-mortem examination revealed 
the presence of adhesions—kinks being much rarer— 
although there had been no history of any abdominal 
discomfort. If it is possible for this condition to be 
present in a great number of people without causing 
discomfort, we suggest that chronic obstruction cannot 
be said to be caused by kinks and adhesions. The few 
cases where the presence of these happens to coincide 
with the symptoms of obstruction, and the plea of in- 
ability to find any other cause to account for it, must, 
we think, be replaced by the accusations of inexhaustive 
examination and search. 

The symptoms of chronic obstruction, we have said, 
form a finite and constant aggregate. These symptoms 
are: Progressive constipation of long duration alternating 
with occas onal attacks of diarrhoea (caused by a tran- 
sient colitis resulting from excessive purgation) ; nausea 
accompanied by vomiting; and pain, of a sickening 
“colicky ” and “ twisting”’ nature, either felt at the 
site of the lesion, or generally distributed over 
the whole abdomen. So constant is the nature of this 
group that we have ventured to give it the name of 
“the tripod of cardinal symptoms of chronic intestinal 
obstruction.” Although these symptoms are not all 
present at the same time throughout the existence of 
the underlying cause, yet they are always elicited by a 
careful investigation of the case, and are usually present, 
alternating with periods of quiescence, over epochs 
that may last for months or years. Very often the 
appearance of the ‘“‘ tripod” is heralded by another 


and they form occasional adjuncts to diagnosis. 
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symptom. This is the ‘“‘ explosive” passage of flatus, 
the patient feeling discomfort due to accumulation of 
flatus, which suddenly seems to overcome local obstruc- 
tions and is passed, thus bringing about immediate 
relief. 

It follows from these remarks that chronic intestinal 
obstruction is not a disease. Nor yet is it the real cause 
of the patient’s illness. Per se, it is nothing but one of 
the shared-out manifestations of a group of conditions 
which bring about opposition to the passage of the 
food-bolus. It is composed of symptoms that are 
always grouped together and that are pathognomonic 
for this condition to the same degree as he :dache, vomit- 
ing and optic neuritis form a group characteristic of 
raised intra-cranial pressure, whatever the underlying 
cause might be. It follows that there can be no method 
of diagnosis or of treatment of chronic obstruction 
which will be appropriate for all cases. 

But the detection of chronic obstruction, especially 
If 


the deductions drawn in this essay are true, then ob- 


in its early stages, is of the greatest importance. 


struction must be present in every case of malignancy 
from the very onset, and its early recognition should 
form one of the most valuable means of early and radical 
cure. If only the attention of medical men were 
trained more fully to appreciate the importance of 
chronic obstruction, and more thoroughly to understand 
that it is but a cloak under which the most variable and 
important diseases may lie hidden, cures from cancer 
would occupy a much nobler place in our statistics, and 
many would be the cases where relief, duc to a proper 
understanding of the conditions, would replace lengthy 
and treatment of 


’ 


73 ? 


unavailing dyspepsias’’ and 


‘“chronic tummys.’ 


(2) The Diagnosis of Chronic Intestinal Obstruction. 


The diagnosis of chronic intestinal obstruction depends 
mainly upon the recognition of the symptoms mentioned 
above. In addition most authors dwell at length upon 
some minor point or other which is ever found to be 
denied by a subsequent writer. insists 
on early dilatation of the abdomen and on visible peri- 


Thus Carless 


staltic movements, which Cabot declares are only present 
in 17 per cent. of cases. Pearce Gould attributes great 
importance to progressive diminution of the size of the 
motions, while Taylor does not even deign to mention 
this point. These are undoubtedly all true observations, 
The 
clinical history must be made the main foundation. To 
this a very useful superstructure is added by the routine 
examination of the patient, the digital, proctoscopic 
and sigmoid scopic examination of the rectum and the 
lower part of the sigmoid colon, and by the radioscopic 
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examination of the behaviour of a baryta meal and 
enema. If this surgical crescendo has been carefully 
followed, there is usually no difficulty in establishing 
the existence or non-existence of chronic obstruction. 
But this must by no means be considered as sufficient. 
The main task in all cases must ever be the recognition 
of the causal lesion. If the diagnosis is still obscure one 
must have recourse to other means; but on no account 
is the case to be abandoned when labelled 
intestinal obstruction.” 


‘* chronic 
There must be no hesitation in 
deciding to explore the abdomen, for surely even a 


needless operation is much preferable to the possible | 


existence of an overlooked cancer ! 


(3) The Treatment of Chronic Intestinal Obstruction. 


We feel compelled to urge once again that all efficient 
treatment must be based on a correct diagnosis of the 
underlying disease, and that the curative treatment of 
chronic intestinal obstruction is the appropriate treat- 
ment of the symptom-producing cause. 

Palliative treatment for the relief of the obstructive 
symptoms may be started as soon as the patient comes 
under observation, provided once more that efforts do 
not rest at that. The keynote of all palliative treatment 
must be rest, purgation, massage and diet, repeated 
wash-outs of the lower bowel—these in order to remove 


obstructive feces and impactions—‘h2 treatment of any | 


accompanying colitis anda serious attempt to re-educate 
the bowel, 

To sum up, chronic intestinal obstruction must be 
regarded as a picture evoked by several conditions. 
Its cardinal symptoms are constant in their occurrence, 
and must be considered as a clue to the existence of some 


underlying cause. If that cause be a neoplasm, chronic 


obstruction of some degree is present from the very | 


onset, and early recognition should lead to radical cure. 
The treatment is that of the underlying disease; if 
cancer, excision; if diverticulitis, local resection; if 
visceroptosis, medical re-education. In addition, pal- 
liative treatment should be resorted to from the very 
first admission of the patient. 

We wish to express our thanks to Messrs. L. Bathe 
Rawling and J. F. H. Roberts for permission to publish 
the cases reported; to the Chief Assistants of the 


various units for their courtesy in giving us access to 


their files and indexes ; and to the Staff of the X-ray 


Department for their help in reproducing the illustrative 
photographs. Frep. F. IMIANITOFF. 

This is followed by a considerable addenda, in which 
is included a fuller history of each of the three cases, a 
chart of the varieties of surgical colectomies, an analysis 
of 14 cases of visceroptosis and bibliography. 
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DYSID-ROW-SIS. 
a>. LD Charon rowing ’cross the Styx 
Was seized with Cheiropompholyx, 
vs His Cheiropompholygian paws 
Made the poor man to drop his oars 
A wail of warning rent the air 
‘No thoroughfare! No thoroughfare !” 


Soon there appeared from out the mist 
Wraith of a Dermatologist ; 

‘* Amnesia soon sets in,” he cried 

On this inhospitable tide, 

In spite of which, I rather think, 

Our panacea was Cream of Zinc!” 


The old man paid his fee and bought a lot, 
Two shillings—and a penny for the pot . 
* * * 
It’s nice to think there still remain 
Some themes for Mr. Sutton Vane ! 








SUPRAPUBIC PROSTATECTOMY OPERA- 
TIONS. 


AT was in 1901 at St. Peter’s Hospital, Covent 
Garden, that Sir Peter Freyer did his first 
operation for removal of the enlarged prostate 

by the suprapubic route, the patient being a Mr. Jolin 
Thomas. 

This brilliant operative procedure only received, after 
a fierce struggle, the world-wide recognition which it so 
well deserved, but Sir Peter Freyer, with his Irish blo 
was one who relished a fight. Prior to the introducti 
of this operation the treatment of the enlarged prostate 
was by such measures as vasectomy, castration, passing 
sounds, giving various drugs, etc. 

All these procedures were of little avail, and tle 
patient was condemned to the daily and nocturnal «se 
of a catheter, which meant the added complication of 
chronic cystitis. : 

Modifications and improvements of Freyer’s original 
operation were bound to come, and below are bricily 
described the methods now in use by the surgeons ol 
St. Peter’s Hospital, where some 120 suprapubic pros- 
tatectomies are performed during the year. 


The Freyer Operation. 


With the patient in the dorsal position a catheter is 
passed and the bladder fully distended with lotion. 
A 3-in. median incision is made extending upwards 
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from the symphysis pubis; the portion of the anterior 
aspect of the bladder thus exposed is freed of peritoneum, 
which is displaced upwards by the finger, and the bladder 
is opened by a-stab incision. The prostate is enucleated 
by the forefinger of one hand introduced into the bladder, 
during which process the gland is supported and pressed 
forwards by the forefinger of the other hand which is 
inserted into the rectum. When freed, the prostate is 
delivered from the bladder; if the gland is a very large 
one this is sometimes rather difficult to do through the 
small incision. 

The bleeding resulting from the enucleation may be 
slight or severe ; it is dealt with by irrigating the bladder 
through the catheter with several pints of silver nitrate 
solution at a temperature of 115° F. A large bore tube 
is introduced into the bladder, and a small one into the 
cave of Retzius, one or two stitches are inserted to repair 
the incision and the patient is returned to bed. 

This, the original operation, is now seldom done ; its 
great merit is that it is speedy, for the whole procedure 
only takes a few minutes; its disadvantages, however, 
are several, Thus, unless a preliminary cystoscopy 
has been done, it is quite easy to miss any of the com- 
moner complications which may be present, such as 
asmall bladder stone, a growth, or a diverticulum; for 
during the operation no inspection of the bladder is 
carried out, everything being done by touch. 

Again, the state in which the bladder is left as regards 
the opening into the prostatic cavity, the presence of 
tags or flaps of mucous membrane which may later 
obstruct this opening, the possibility of the incomplete 
removal of the prostate, are not considered. 

Further, owing to the quantity of fluid used in 
irrigation, it is difficult to appreciate how much blood 
has been lost, and in some cases the irrigation is not 
effective, and the patient is returned to bed still bleeding. 


The Modified Freyer or ‘‘ Closed’ Operation. 


The procedure is similar to the above up to the stage 
at which the prostate is enucleated, except that the 
incision is a little larger; also until the prostate has been 
freed two gloves are worn on the hand which is used to 
give support from the rectum, but in cases where the 
gland comes away easily no finger is passed into the 
rectum. 

After the prostate has been lifted out of the bladder, 
the finger is introduced to feel for tags and flaps of 
mucous membrane; these are scized with a long pair 
of Spencer Wells forceps and cut off with scissors. 

The prostatic cavity is now explored with the finger, 
and it will usually be found that separating it from the 
bladder posteriorly is a more or less prominent shelf or 
“overhang,” which contains bladder mucous membrane, 
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| of Spencer Wells forceps is guided by the finger to this 
| 
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the posterior part of the internal vesical sphincter, and 
part of the prostatic capsule and sheath. A long pair 
shelf in the mid-line posteriorly, a firm hold is taken, 
and with scissors a cut is made on either side of the 
forceps back to the rectal wall, so that a wedge-shaped 
piece is thus removed. 

The importance of this procedure is that it makes a 
wide opening from the bladder into the prostatic cavity 
and thus helps to prevent any undue contraction of the 
bladder outlet with possible onset of obstruction later. 

The prostatic cavity and also the bladder base are 
now firmly packed with a long strip of vaselined gauze 
which has been soaked in flavine solution, a Marion’s 
tube is inserted into the bladder and the wound repaired. 
The gauze, as a rule, checks the bleeding satisfactorily 
and can be removed in 48 hours. 


The Thomson-Walker or ‘‘ Open Operation.’’(1) 
The bladder is opened by a much larger incision, so 
that the hand which has been passed through between 
the recti muscles can the more readily reach and enucleate 
the prostate ; 
required. 
After 


bladder retractor is 


no supporting finger in the rectum is 
removal of the gland a Thomson-Walker - 
used and the remainder of the 
operation carried out under direct vision, the patient 
being in the Trendelenburg position. Any tags or flaps 
of mucous membrane observed are cut away. Blood 
can sometimes be seen spurting from arteries in the 
lateral walls of the prostatic cavity ; these are secured 
and ligatured. 

The projecting posterior lip of the prostatic cavity 
is now divided in the mid-line, and in some cases a 
wedge-shaped piece removed back to the anterior rectal 
wall; this is always seen to cause some bleeding. 

A continuous suture is inserted to include the pos- 
terior two-thirds of the rim of the prostatic cavity, the 
stitch passing through from the bladder mucous mem- 
brane to obtain a bite on the bed from which the 
prostate has been enucleated. 

At the conclusion of this operation inspection shows 
that the bladder and prostatic cavities have been thrown 
into one, and thus any risk of post-prostatectomy 
obstruction practically eliminated. No tags or flaps 
remain to slough away, the surface being smooth, and 
such that it will facilitate rapid healing. 

Furthermore the bleeding has been stopped, and the 
patient leaves the table dry, which is a source of great 
comfort to all concerned, and especially to the house- 
surgeon. 

The incision, being a large one, must be carefully 
repaired, after the insertion of a tube of medium size 
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into the bladder and a small one into the cave of | 
Experience shows that the incision heals by | 
first intention down to the drainage-tube, and any risk | 


Retzius. 
of hernia developing is slight. 


The Modified Thomson-Walker Operation. 


The operation is similar to the one last described, 
except that little or no suturing is done of the edge of 


the prostatic cavity, it being argued that this step is | 


not always necessary, prolongs the operation, is some- 
times very difficult to do, and the stitching itself may 
cause bleeding. 


The results of the two operations must decide as to | 
A comparison of a series of cases | 


which is the better, 
shows that those in which the suturing is not done 
undoubtedly bleed much more. 
may be little bleeding to see at the conclusion of the 


bleeding during the next few days. 


these elderly men to let them bleed. But. that this is 
an undoubted fallacy can readily be seen by comparing 


Thomson-Walker operation and those left to bleed. 
Bilateral vasectomy is carried out just below the 


external abdominal ring. This operation is easily done, | 
takes very little time, and is a certain guarantee against | 
that troublesome after-complication of epididymo- | 


orchitis. 


It seems a great pity that this very satisfactory | 
procedure has not obtained in this country the wide- | Is WR. HOWARD TOOTH was born at Brighton in 
| ey 1856 and was at Rugby School and St. Jolin’s 

1 4} 


No reference has been made to one- and two-stage | == 


spread popularity which it enjoys in France. 
operations; the general rule at St. Peter’s Hospital 


guides being the patient’s clinical condition and a urine 


yielding at least 1 per cent. of urea in the Maclean urea | 


concentration test. 


Operation for Carcinoma of the Prostate.(2) 


This operation has been recently elaborated for early 
‘cases. As a rule the patients are only seen in the later 


catheter life or permanent suprapubic drainage. 

Briefly the operation may be described as follows: 
The bladder is opened and a Thomson-Walker retractor 
inserted. 
bladder mucous membrane round the internal meatus, 
and corresponding to the anterior and lateral borders of 
the prostate, but extending in the mid-line back to: the 
interureteric bar. The prostate is now enucleated by 
dissection and partly by the finger, but posteriorly it is 
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For although there | 


| Bartholomew’s. 
being to do a one-stage whenever possible, the chief 


| Degenerations of the Spinal Cord.” 
| very largely due to the reputation he had acquired as 
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A dissection is now 
done of the seminal vesicles, which are then removed 
intact with their sheaths along with the attached 
prostate, and the bladder mucous membrane overlying 


left hinged to the seminal vesicles. 


| it. 


Two of the routes of the direct spread of carcinoma 


_of the prostate are to the overlying bladder mucous 


membrane and to the sheaths of the seminal vesicles. 
Hence it is hoped by this more radical operation to 
obtain better results in early cases. 


I wish to acknowledge my great indebtedness to the 
surgeons ct St. Peter’s Hospital, also to express iy 
thanks to them for permission to publish this Paper. 


REFERENCES. 
(1) Brit. Med. Fourn., Aug. 27th, 1921; Lancet, 1921 
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_ -p. 1008. 
operation, when the patient is shocked and under the | 
influence of the anesthetic, yet there is often considerable | 


(2) For fuller account of more extensive operation, 
ee Clifford Morson, Proc. Roy. Soc. Med., 1924, vol. xvii 


s 
| (Section of Urology), pp. 43-52. 
It has been stated that it does good to a number of | 


See also Thomson-Walker, ‘ Transvesical Vesiculce- 


| tomy and Vesiculotomy,” Second Congress of Internat. 
| Soc. Urology (Ist vol.), Rome, April 24th-26th, 1924. 
the convalescence of those patients treated by the | 
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OBITUARY. 


DR. HOWARD TOOTH. 


College, Cambridge, before he came to 5t. 
He qualified in 1880, and, after serving 
as House-Physician, he became Casualty Physician and 
Demonstrator of Physiology. After finishing these 
appointments he was for a time without any posi at 


| St. Bartholomew’s, but, as soon as an opportunity served, 
he was appointed Demonstrator of Morbid Anatory, 
| and subsequently, in 1897, Assistant Physician, becoming 


full Physician in 1906. It was during the period before 


| he became Assistant Physician that he was’ attracted 
stages, when the choice of treatment lies between | 


to the study of diseases of the nervous system, «and 


| became a physician to the Queen Square Hospital; 
and it was in this period also that he was electu a 
| Fellow of the Royal College of Physicians in the ycar 
With a knife an incision is made through the | 


1888, and gave the Goulstonian Lectures on ‘‘ Secondary 
It was, indeed, 


a most capable investigator of nervous diseases that he 
was gladly welcomed as a member of the permanent 
staff of our School, and it is very certain that we were 
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fortunate in securing his services for a long period of 
years. 

~ The characteristic qualities of Tooth’s work were the 
extraordinary patience and thoroughness with which 
he investigated all his cases, and the sympathy and 
desire to help which were always in evidence. It was 
these qualities which made him so successful both as 
a general physician and as a consultant in nervous 


diseases. 


to serve in the Field was named the “* Portland Hospital,’”” 
and three of its medical and surgical staff (including the 
writer) were drawn from St. Bartholomew’s. It came 
into being very soon after the war began, and when it 
arrived at the Cape it was found that Tooth was the 
only “consulting physician’ attached to the Forces ; 
and as a result his services were in constant demand. 
The Hospital was first pitched ten miles from Cape Town, 


but soon moved up to a camp outside Bloemfontein, and 





THE LATE Dr. Howarp Toot, C.B., F.R.C.P. 


It is not necessary to enumerate his various medical 
writings, but mention must be made of his address on 
“The Growth and Survival Period of Intracranial 
Tumours,” he was President of the 
Neurological Society in 1912. This is justly looked 
upon as the most authorative contribution yet made to 
this difficult subject, and the investigation of the records 


of 500 cases occupied all his spare time for two years or 
more, 


delivered when 


A very important part of Tooth’s life work was to 
be found in his association with the Army, which began 
with the Boer War in 1899. The first Civilian Hospital 


Tooth was almost swamped by the enteric cases under 
his own care as well as by those he saw in consultation 
in many other units. But in spite of the sickness in 
the Army, and, especially when the health of the troops 
improved, Tooth thoroughly enjoyed the open-air life 
of a tented camp and the constant sunshine of the veld. 
He was also persona grata to all the officers of the 
R.A.M.C., and very popular wherever he went. 

After the Boer War he joined the London University 
O.T.C., and was called upon to serve on a committee 
for the re-organization of the Army Medical Service ; 


and the R.A.M.C. would all acknowledge that the 
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recommendaticns of this committee proved the basis 
of the most important reforms and improvements in 
this branch of the service. 

It very naturally resulted that when the Great War 
broke out Tooth was again called upon to serve, and was 
very soon appointed to command our own War Hospital, 
namely, the “ First London General Hospital,” at 
Camberwell. In this position he was a conspicuous 
success, but, nevertheless, was not satisfied unless he 
could serve overseas, and, before long, his wish was 
gratified, and he went to Malta as a consulting physician. 
Here he remained to the great advantage of a large 
number of soldier patients till the latter part of 1917, 
when he was transferred, at his own desire, to Italy, 
and served in the casualty clearing stations and in the 
hospitals on the Riviera. Unfortunately, whilst on 
duty here, he became ill, and, much against his will, 
was invalided to England in the summer of 1918, and 
so was unable to see the war to its end. His fine 
service was recognized by three mentions in despatches, 
the award of the ‘‘C.B.” and the conferring by the 
University of Malta of the degree ot ‘‘ M.D.Hon.Causa,” 
whilst many of his friends felt that still higher honours 
might well have been accorded him. 

At St. Bartholomew’s Hospital Tooth was an ideal 
colleague and one who always kept in mind what was 
best for the Hospital and School. Twenty or more 
years ago, when the Hospital entered upon its career 
of expansion, it was he who acted as secretary to the 
Medical Council and served on every one of the various 
sub-committees and in numberless consultations with 
the Hospital Governors. As a teacher in the Medical 
School he was as careful and conscientious as in every- 
thing that he did. He loved to be with young people, 
and his pupils quickly realized that he was a lenient 
critic of their clinical efforts and their guide and friend 
in the out-patient room or the medical ward. 

He was always fond of teaching, and from the time 
that he taught physiology he was popular with all his 
pupils and was always most good-tempered and patient 
in explaining and smoothing over difficulties. As a 
consultant he was so transparently honest and keen to 
get to the bottom of things that he quickly won the con- 
fidence of his patients, both in hospital and in private 
practice, and was universally recognized as one of 
the very best opinions on diseases of the nervous 
system. 

For many years he was an enthusiastic cyclist, and 
on several occasions rode to the north of Scotland and 
back during his summer holidays. He was also fond of 
fishing as an out-door pursuit, and played the violin, 
and was one of the founders of the Hospital Musical 
Society. At home he spent much of his spare time in 
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his carpenter’s shop, and he became a very skilled worker 
both in wood and in metal. 

After leaving London for Hadleigh, in Suffolk, he 
accepted an appointment at Ipswich of a Clinic for 
Nervous Diseases under the Pensions Ministry, and took 
the keenest interest in his work in spite of failing health. 
He led a most active and useful life and was always 
happiest when fully occupied, for he was one of those 
men who are never idle. 








ATHLETIC CLUB. 


JHE Annual Athletic Sports were held on 
Saturday, May 2nd, at Winchmore Hii. 

Entries on the whole were more encouraging 

than in past years, and some good racing was witnessci. 
The times and performances, considering the soddvn 
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by kind permission of Sport and General ress Agency, 


“Tue Last OF THE BARONS.” 


nature of the track, were excellent. Some useful new 
talent was unearthed, and the team this year should »¢ 
much stronger than for the past few years. 

In the absence of the President, Dr. Morley Fletcher, 
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who was away examining for the Conjoint Board, Sir 
C, Gordon Watson presided, and Mrs. Gask kindly 
consented to give away the prizes. 

The attendance towards the close of the afternoon 
was certainly larger than usual. 


RESULTS. 
3 Miles: run on Thursday, April 30th, 
H. N. Walker. Time, 17 min. 33 sec. 
too Yards: 1, T. R. Griffiths ; 2, W. S. Hinton; 3, M. R. Sinclair. 
Time, 102 sec. 
120 Yards Handicap: 1, T. R. Griffiths (4 vds.); 2, J. E. Church 
(8 yds.). Time 121 secs, 


1, J. R. Beagley; 2 


a 
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This was a new event and created much amusement and enthu- 
siasm, seven firms and the second year putin teams. In some cases 
the Chiefs were much in evidence cheering their teams (which in 
many cases included Clinical Assistants) to greater efforts. 


W. S. H. 


Athletic Contest versus University College and Hospital 
Ant. 

The first of the friendly contests arranged for the season took 
place on Tuesday, May 12th at Paddington. Blessed with the first 
fine evening of the season, a very pleasant and close contest of seven 
events took place. In order to keep enthusiasm high to the last 
place two men from each side were included in each event, the 
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too YARDS FINAL. 


tmile Handicap: 1, H. B. Stallard (scr.) ; 2, A. H. Grace (25 yds.); 
3, J. R. Beagley (scr.). Time 4 min. 49 sec. 

220 Yards: 1, T. R. Griffiths , 2, M. R. Sinclair, 3, W. S. Hinton. 
Time, 233 sec. 

440 Yards: 1, M. R. Sinclair, 2, B. B. Hosford, 3, E. V. H. 
Pentreath. Time 51% sec. 

880 Yards Handicap: 1, H. B. Stallard (scr.), 2, J. R. Beagley 
(40 yds.), Time, 2 min. 3} sec. 

Long Jump: 1, M. R, Sinclair; 2, A. Clark; 3, J. H. Pierre. 
Distance, 20 ft. 10 in. 

High Jump: 1, C. K. Lakshmanan; 2, W. A. Briggs; 3, N. E. Cook. 
Height, 5 ft. 5 in. 

Throwing the Hammer: 
Distance, 72 feet. 

Putting the Shot: 1, J. W. D. Buttery; 2, G. H. Day. 
33 feet. 

120 Yards Hurdles: 1, C. K. Lakshmanan; 2, W. A. Briggs; 3, 
H.Royle. Time, 18 sec. 

Inter-Club Relay: 1,C XV Rugger; 2, Soccer. 

Inter-Firm Tug-of-War: Final won by Mr. Rawlings’ Firm. 


i, G. H. Day; 2, H.. Ee. Houghton, 


Distance 


points were 4, 3, 2, 1 for the four competitors. 
given to the winnning relay team. 

The following Bart.’s men gained points: 

too Yards: 1, T. R, Griffiths; 2, W. S. Hinton. 
7 points. 

1 Mile: 1, H. B. Stallard; 4, A. H. Grace. 5 points. 

440 Yards: 2, M. R. Sinclair; 3, B. B. Hosford, 5 points, 

High Jump: 1, C. K. Lakshmanan; 2, W. A. Briggs. Height, 
5ft.5in. 7 points. 

Long Jump: 2, A. Clark; 3, M. R. Sinclair. 

3 Miles: 3, J. R. Beagley; 4, H. N. Walker. 3 points. 

Relay: 1, Bart.’s A. C. (440, E. V. H. Pentreath; 220, T. R. 
Griffiths; 220, W. S. Hinton; 880, H. B. Stallard). Won easily in 
3 min. 43 sec. 4 points. 


Result: Won, 36 points to 28 points. 


Four points were 
Time, ro! 


sec, 


5 points. 


Invitation Relay. 
On Thursday, May 14th, the Hospital Relay Team, consisting of 
Messrs. Sinclair, Griffiths, Hinton and Stallard competed in the 
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Annual Invitation Relay organized by the S.L.H. Against some 
good teams, such as Sandhurst, R.N.C., Guy’s, etc., the Bart.’s four 
kept their unbeaten record intact, easily finishing first in the excel- 
lent time of 3 min. 402 sec. 

The Relay team (although only containing two of its original 
members) is in its third season without having been beaten by any 
other side. 


W. S. H. 
Inter-Varsity Athletic Meeting. 


The following men are to be congratulated on having been selected 
to represent the University of London in the Inter-Varsity Meeting at 
Nottingham on Friday and Saturday, May 15th and 16th. 

T. R. Griffiths (100 and 220 yds.), W. S. Hinton (100 yds.), 
C. Kk. Lakshmanan (120 yds. hurdles), M. R. Sinclair (440 yds.), J. R. 
Beagley. (half-mile), and H. B. Stallard (one mile). 

Griffiths won both the roo and 220 yds. for London, with Hinton 
second to him in the roo yds. Lakshmanan, Sinclair and Stallard all 
succeeded in winning their events. 

The Bart.’s representatives were thus mainly responsible for 
London University’s easy victory, scoring no less than 28 of 
London’s 46 points, Manchester being placed second with only 20 
pots, 


J.R.B. 


STUDENTS’ UNION. 


GOLF CLUB. 
St. BARTHOLOMEW’S HospiTAL v. MIDDLESEX HOsPITAL. 
Played at Sandy Lodge on March 5th, 1925. 

R. H. Bettington ; . 1 Thornton 
H. O. White . ; - © Morton 
H. E. Houfton ‘ ; Nicholas 
H. Smith . : ‘ : Gray 
J. Milner ; Dockstay 
C. E. Woodrow : ‘. Charlton 
L. H. T. Davies . : ; Allen 
W. Beattie . Puckridge . 
H. Stanton : Lipscombe . 
G. C. Woods-Brown Winter 


wloonodnoonod 


Bart.’s won by 7-3. 7 


Sr. BARTHOLOMEW’s HospITAL v. SUDBURY. 
Played at Sudbury on April 22nd, 1925. 
C. P. Chater : ; ‘ R. H. Bettington 
G. W. Clarke ‘ ‘ : W. A. Barnes 


P. H. Neal 

A. W. Meacock . 
H. Tomlins . E. Houfton 
G. Brown 7, S. Maclay 
F. G. Thompson. 5 ; 5. Cox 

A. H. Nisbet m : . S. Burt 

J. R. Mullings 
H. Roberts 


. O. White 
>. E. Woodrow . 


), Briggs . 
. Stanton 


Chater and Clarke 

Neal and Meacock 

Tomlins and Thompson 

3rown and Nisbet 

Mullings and Roberts. 
Sudbury won by 93—5}. 


Bettington and Barnes 
White. and Woodrow . 
Houfton and Cox 
Maclay and Burt 
Briggs and Stanton 


uo 
COC0COmMILOOCONmHHONN 


St. BARTHOLOMEW’sS HospITAL v. WIMBLEDON ParK. 
Played at Wimbledon Park on May 12th, 1925. 
Col. Balfour 5 . C. E. Woodrow . 
G. B. Brand 3. Gox 
H. E. Comings H. O. White 
F. A. Odell H. E. Houfton 
Maj. Wosley N. F. Kendall 
C. Seymour W. S. Maclay 
J. W. MacBride . S. Burt 
D. O. Thornton . C. A. Francis 


. 
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Brand and Odell 
Balfour and Comings . 
Seymour and Wolsey . 
MacBride and Thornton 


White and Houfton 
Cox and Woodrow 
Maclay and Francis 
Kendall and Burt 


Bart.’s won by 7—5. 


St. BARTHOLOMEW’s HosPITAL v. BROXBOURNE. 


Played at Broxbourne on May 17th, 1925. 
L. A. Speakman R. H. Bettington 
J. Wriford Brown 7, A. Barnes 
G. F. Hamilton . E. Woodrow . 
C.B. Yale. . O. White 
N. H. Hole Cox 
E. R. Speyer . S. Maclay 
C. A. Chase Burt 
J. P. Rochfort H. Roberts 
Dr. Cobbledick . G. Moir 
Dr. Sturge. G. Milner 
C.-. Vox. Heckford 
Maj. Drake x. C. Woods-Brown 


a 
= 


wmrysumo 


lacs! 
S20 


Speakman and Dawes. 
Hamilton and Hole 
Hill and Speyer . 
Chase and Tennant 
Rochfort and Drake 
Cobbledick and Sturge 


Bettington and Barnes 
“Woodrow and White . 
Cox and Maclay 

Burt and Moir ; 
Milner and Woods-Brown 
Roberts and Heckford 


Bart.’s won by 12—6. 


CRICKET CLUB. 


Tue Cricket Club has started the season well. The 1st XI won 
the first three matches and the 2nd XI, after losing the first g.se 
of the season against Southgate II, beat Winchmore Hill II in the 
next game—a feat which has not been accomplished within mem: rv ! 


RESULTS. 


usr XI. 


May oth, v. Southgate C.C.—Southgate 57 (Meeser 4 for 18). St. 
Bartholomew’s scored the requisite number of runs for the lv-s ot 
4 wickets. 

May 16th, v. Winchmore Hill C.C.—Bart.’s again won by 6 wickets. 
Winchmore Hill made 81 (Bettington 6 for 24). For Bart.’s Betting- 
ton scored 63 runs. 

May 20th, v. St. Mary’s Hospital (Inter-Hospital Cup-Tie, 2nd 
Round).—St. Bartholomew’s 210 for 9 wkts. (declared), (W«cds- 
Brown 57, Mackie 44, Bettington 38). St. Mary’s, 117 (T. C. Hunt 
73); (Bettington 4 for 29). We congratulate Mr. T. C. Hunt ona 
splendid batting performance. 


2np XI. 


May oth, v. Southgate II.—Southgate 173 (Stokes 5 for 31), St. 
Bartholomew’s, 79. 

May 16th, v. Winchmore Hill II.—Winchmore Hill. Bart.’s won 
by 3 wickets (Pierre 55, Stokes 35). 

May 21st, v. St. Mary’s Hospital II (Cup-Tie, 2nd Round).—B.rt.’s 
won by 3 wickets. St. Mary’s batted first and scored 105 (Stanton 
4 for 29). For Bart.’s Parker made 31 runs and T. P. Williams 
made 27. : 

In the next round (semi-final) we meet the winner of the Charing 
Cross and K.C.H. tie. 

Dr. C. M. Hinds Howell is captaining the Past side on Friday, 
June 5th. 

The Cricket Week begins on June rst. 
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REVIEWS. 


MEDICAL ELECTRICITY FOR NURSES. 
6s. net. 


By Haroitp Wicc. Price 
An instructing and interesting little book, moderately priced. 
Presumably written for the nurse working under medical super- 

vision and with a definite knowledge of the subject. There are 

many helpful chapters. It should also appeal to the qualified worker 
and the student of medical electricity, to whom the diagrams and 
plates will prove very useful. 


A HANDBOOK OF MipwiFEry (6th Edition). By Comyns BERKELEY, 
M.A., M.C., M.D.(Cantab.), F.R.C.P.(Lond.), M.R.C.S.(Eng.). 
(London: Cassell & Co. Ltd.) Pp. 578. Price 8s. 

The new and sixth edition of this well-known and valuable Hand- 
book on Midwifery will be welcomed by midwives and students 
alike, forming as it does a concise, well-tabulated and easily read 
guide to the subject. 

The original work has been revised and several chapters rewritten. 
Notably those dealing with infant-feeding and the care of premature 
children, which are now brought into line with the most modern 
ideas on the subject. Many excellent illustrations have also been 
added. 

The ground covered in this Handbook is enormous, including as 
it does, elementary physiology and anatomy, pregnancy, labour, 
the puerperium, infant-feeding and the care of babies, etc., and 
there are some useful chapters on the preparation for various 
operations, Cesarean section, etc., which will be much appreciated. 


SyNopsis OF MIDWIFERY AND GyNa&coLocy. By ALEcCK W. 
Bourne, B.A., M.B., B.Ch., F.R.C.S. (Bristol: John Wright & 
Sons, Ltd.) Third Edition. Revised and Enlarged. Pp. 434. 
Price 15s. net. 


The third edition of this volume of the Svnopsis Series has been 
enlarged, but without making it unwieldy, by the addition of a 
section on gynecology. The general features of the Synopsis Series 
are retained. The revision of the Obstetric Section might have been 
more drastic. The old method of dividing puerperal sepsis into 
the sapremic and septiceamic varieties has been retained although 
it is obsolete, and no mention is made of the frequent incidence of 
streptococci in the condition formerly classed as sapremia. When 
dealing with contracted pelvis the author has not emphasized 
ante-natal examinations sufficiently. Far too much stress has been 
placed upon pelvic measurements, and the use of forceps in cases 
of contracted pelvis, as elsewhere in the book, is too strongly 
indicated. In the chapter on post-partum hemorrhage we think that 
mismanagement of the third stage of labour should be made more 
prominent in the etiology of this complication, and we do not agree 
that manual removal of the placenta is to be advocated as the first 
method of treatment adopted in cases where hemorrhage occurs 
betore the placenta is born. 

The new section on Gynecology is very well written, and for this 
the author deserves the highest praise. Great skill is displayed in 
summing up the methods of treatment, and students wiil gladly 
welcome this branch of the work. Perhaps more attention could be 
paid to differential diagnosis. Students are inclined to know lists 
of causes of symptoms, but to be unable to differentiate one from 
another. In the chapter on endometritis the author has shown 
courage, but his achievement is still far from the ideal. 


EsseNTIALS OF INFANT FEEDING. 
H. K. Lewis & Co.) 
net. 


By F. A. Barton. 
Crown 8vo. Pp. viii-+ 80. 


(London: 
Price 3s. 6d. 


This book is intended to help students in acquiring the principles 
of infant feeding. Its basis is physiological, and a truly scientific 
atmosphere can be detected throughout. The main points of this 
subject are brought out concisely and with good judgment. The 
hook is full of useful practical details which must be of very great 
help to students. 

A thorough knowledge of infant feeding is essential for any 
general practitioner, and for its acquirement the student can have 
no better guide than this small volume. 





THe Book or BREAST-FEEDING. By HeEsTER VINEY. 
Routledge & Sons, Ltd.) Pp. 75. Price rs. net. 


The attention being paid to infant feeding at the present time 
has been responsible for the production of a large amount of litera- 
ture on the question of bottle-feeding, but little notice has been 
drawn to breast-feeding. This book brings out the details of breast- 
feeding in an admirable manner and should be useful to midwives 
and nurses. It might easily have been condensed to half its size, 
however, and the subject-matter could be better arranged. 


(George 


A Synopsis OF GYN.ECOLOGY. By ArtHUuR Gray, F.R.C.S., 
M.R.C.P. (Edward Arnold & Co.) Pp. 352. Price 10s. 6d. 

This synopsis is very complete, and few subjects, even the most 
modern advances in the investigation of endometriomata, escape 
attention. The book is probably the most valuable yet published 
for candidates offering themselves for the higher examinations in 
gynecology. The arrangement of the material is excellent and the 
descriptions are lucid and concise. The short chapter on Forensic 
Gynecology is welcomed, for it will help students to realize their 
legal responsibilities after qualification. Perhaps the author has 
gone into too great detail over rare tumours and abnormalities, 
and the attention given to treatment is not quite as much as is 
desired. 

Improvement might be made in the spacing of the sections. Im- 
portant divisions, such as the one on Fibroids, are worthy of more 
prominent notice. The book is rather large for a synopsis, but it is 


‘doubtful if, with the high standard adopted, any omissions can be 


suggested. 

The book can be highly recommended, for it covers as wide a 
field as any synopsis can do, and no objections can be made to the 
views expressed. 


Avs INtTROpUCTION to PracticaL bacrertoLocy. By T. J. MAcKieg, 
M.D., D.P.H., and J. E. McCartney, M.D., D.Sc. (Edinburgh: 
E. & S. Livingstone, 1925.) Pp. 298. Price unstated. 

This text-book is intended primarily for the use of students, and, 
as its title implies, is concerned with the practical aspect of its subject 
rather than with theory. Thus only five pages are devoted to the 
very large subject of imimunity. Since the average student dislikes 
buying two text-books where one will serve, it might perhaps have 
been better (although this would admittedly alter the aim of the 
work) to amplity this part of the text at the expense of the chapters 
on the preparation of the more uncommon media, the methods 
employed in animal experiments and the recognition of sundry 
tropical parasites. There is also far too little space devoted to the 
collection of specimens, and the selection and preparation of material 
for examination. Many of the difficulties in bacteriological work, 
in hospital as well as in private practice, are due to ignorance of these 
élementary facts.. Only one detail calls for comment: The in- 
structions given for paraffin embedding are calculated to produce a 
block before which any razor would shudder. 

A novel and valuable feature of the book is a chapter on the 
filtrable viruses, and an admirable practice followed probably for 
the first time in a work of this size is the inclusion of brief descriptions 
of non-pathogenic bacteria with which such organisms as, for in- 
stance, the anthrax bacillus may be confused. 


Tue BacteRIoLoGy oF Foon. 
D.P.H. (London: H. K. 
Illustrations. Price 7s. 6d. 


By Curnspert Dukes, M.D., M.Sc., 
Lewis, Ltd., 1925) Pp. 180. 25 


It is very properly observed in the preface to this book that 
industrial, médical, veterinary and other branches of bacteriology 
have hitherto been pursued as individual sciences, the workers in 
each branch often having little knowledge of the others. Very 
much is to be hoped from a proper co-ordination of all this work, 
and although this has little to do with Dr. Dukes’s subject, it may 
be remarked that nowhere is this more necessary than in the present 
very distant relations of animal and human pathology. 

The proper discussion of the bacteriology of food involves both the 
industrial and medical branches of the science, and in this volume 
is combined a variety of information which hitherto was only to be 
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found scattered among several books. The main articles of food 
concerned are, of course, water, milk and its derivatives, various 
liquors, and everything susceptible of being canned or bottled. The 
author has been remarkably successful in preserving all essential 
technical detail, and at the same time providing a highly readable 
volume. The more picturesque aspects of cheese manufacturing 


and the brewing of fermented liquors afford a fascinating story which | 


could hardly be bettered. Apart from its practical value, this book 


has the unusual merit in medical works of being so written as to be | 


capable of interesting the layman. 








EXAMINATIONS, ETC. 
UNIVERSITY OF OXFORD. 


The following degree has been conferred : 
D.M.—H. D. Haldin-Davis. 


UNIVERSITY OF CAMBRIDGE. 
The following degrees have been conferred : 
M.D.—H. J. Paterson. 
M.B., B.Chir.—J. Ness-Walker, C. A. Horder. 
M.B.—E. G. Holmes. 
B.Chir.—G. B. Tait. 


The following candidate has satisfied the Examiners in both parts | 


of the examination for the Diploma in Public Health: 
S. M. Hattersley. 


Diploma in Medical Radiology and Electrology. 
C. J. K. O'Malley, R. S. Topham. 


ConJOINT EXAMINING BoarRb. 


The Diplomas of M.R.C.S., L.R.C.P., have been conferred on the 
following : 

W. A. Barnes, J. R. Beagley, A. T. 
Morgan, C. W. Brook, L. I. M. Castleden, J. 
Curnow, H. E. Daniel, J. D. Dillon, J. 
D. B. Fraser, A. W. Gardner, R. Green, G. S. Hale, A. R. Hill, 
H. F. Hiscocks, H. B. Howell, J. T. Hunter, C. K. Lakshmanan, 
J. C. C. Langford, E. F. Maloney, Jj. G. Milner, A. J. Moody, C. A. 
Moody, I. S. Moscow, W. Ogden, B. Press, P. E. Pym, T. Rees, 
A. E. Ross, T. W. E. Royden, D. G. Shields, J. R. Smith, J. S. 
Spickett, Y. S. Wan, R. M. Windeyer. 


3ettinson, W. R. W. Bonner- 
E. Church, R. N. 
L. C. Doyle, C. A. Francis, 


Royat COLLEGE OF PHYSICIANS. 
The following have been admitted Members : 
M. J. Cohen, M.D.(Liverp.), R. Hunt Cooke, M.B.(Lond.) C. F. 
Harris, M.B.(Lond.)., D. J. Prendergast, M.B.(Toronto), J. R. 
Ramsay, M.D.(Lond.). 


Royat COLLEGES OF PHYSICIANS AND SURGEONS. 


The Diploma in Public Health has been conferred on: 

H. L. Oldershaw. 

The Diploma in Tropical Medicine and Hygiene has been con- 
ferred on: 

T. S. Goodwin, R. A. E. Klaber, 


CHANGES OF ADDRESS. 


ANDREWEsS, Sir FREDERICK, Windy Gap, Merton Lane, Highgate, 
N.6. (Tel. Mountview 182.) 

Aston, R. N., The Bungalow, Sea View, Isle of Wight. 

CHAPMAN, E. F., Wingmore Lodge, Wokingham, Berks. 

Doyis, J. L. C., 130, Old Bromley Road, Bromley, Kent. 

Hitt, R. A. P., Prospect Villa, Downderry, Cornwall. 

Hupson, BerNnarD, The Victoria Sanatorium, Davos-Platz, Grisons, 
Switzerland. 

TRAPNELL, F. C., 20, Copers Cope Road, Beckenham. 
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APPOINTMENTS. 


ALEXANDER, G. L., M.R.C.S., L.R.C.P., appointed House Surgeon, 
Wolverhampton and Staffordshire General Hospital. 

Brooke, C. O. S. B., M.R.C.S., L.R.C.P., appointed Resident Medical 
Officer at the Royal Chest Hospital, City Road, E.C. 

Darton, C. H. C., M.R.C.S., L.R.@P., appointed Casualty House 
Surgeon, St. Bartholomew’s Hospital, Rochester. 

East, C. J., M.R.C.S., L.R.C.P., appointed House Surgeon at the 
Royal Victoria Hospital, Dover. 

Ets, G. E., M.R.C.S., L.R.C.P., appointed Junior House Physici 
at the Belgrave Hospital for Children. 

Hewer, C. Lancton, M.B., B.S.(Lond.), appointed Anesthetist 1 
the Hospital for Tropical Diseases, Endsleigh Gardens. 

Lyon-SmitH, G. L., M.B., B.Ch.(Cantab.), appointed Assisti: 
Physician to the Royal Sussex County Hospital, Brighton. 

Puiuips, L. G., F.R.C.S., M.S.(Lond.), appointed Obstetric Surg: 
to In-Patients, Queen Charlotte’s Maternity Hospital. 

Roserts, C. H., F.R.C.P., F.R.C.S., appointed Consulting Obstet» i: 
Surgeon, Queen Charlotte’s Maternity Hospital. 

Smitu, H. G., M.D.(Lond.), D.P.H.(Camb.), appointed Medi a 
Officer of Health, School Medical Officer and Police Surge: 
Lincoln. ‘ 

West, R. G. R., M.B., B.S.(Lond.), D.P.H., R.C.P.S., appoinic: 
House Physician to the Royal Northern Hospital. 


BIRTHS. 


GriFFITH.—On April 19th, at 13, Brunswick Square, Hove, to E!sie 
Maud (née Visick), wife of John R. Griffith, F.R.C.S.—a daughter. 

HarvEY-WILLIAMs.—On May 2ist, at Lisnamoe, Hitchin, Herts 
Doris, wife of Robert Harvey-Williams, F.R.C.S.E.—a son. 


MARRIAGE. 


CoorpeER—Court.—On May 2nd, at St. Bartholomew’s-the-Greut, 
Smithfield, London, by the Rev. Ivor Farrar, Arthur 8.-il, 
voungest son of the late Chas. Henry Cooper and Mrs. Cooper, vf 
Whetstone, and Sarah Anne (Sally), second daughter of Mr. ac 
Mrs. J. H. Court, of Swansea. Australian papers please copy. 


DEATHS. 


CHRISTOPHERSON.—On May 11th, 1925, Cecil Christopherson, Surgewn, 


of St. Leonards-on-Sea, son of the late Derman Christopherso: 
Kidbrook, Blackheath. 

Hume.—On Wednesday, May 6th, 1925, at Fircroft, St. Mary 
Church, Torquay, Walter Augustas Hume, M.R.C.S., L.S..\., 
aged 68. 

Maw.—On April 23rd, 1925, suddenly, at The Old House, Westc: 
Surrey, Henry Trentham Maw, M.D., M.A.(Cantab.), belo 
husband of E. Gertrude Maw, and eldest surviving son of the !1t 
Charles Maw, of Nutfield, Surrey, in his 59th year. 


| Tootu.-—On May 13th, 1925, at the Moat, Hadleigh, Suffolk, Henry 


Howard Tooth, C.B., C.M.G., M.D., F.R.C.P., late of 34, Harley 
Street, aged 69. 








NOTICE. 


All Communications, Articles, Letters, Notices, or Books for review 
should be forwarded, accompanied by the name of the sender, to the 
Editor, St. BARTHOLOMEW’s HospitaAL JouRNAL, St. Bart/.clo- 
mew’s Hospital, Smithfield, E.C. 1. 

The Annual Subscription to the Journal is 7s. 6d., including postu ge. 
Subscriptions should be sent to the MANAGER, W. E. SarcA 
M.R.C.S., at the Hospital. 

All Communications, financial or otherwise, relative to Adverlise- 
ments ONLY should be addressed to ADVERTISEMENT MANAGER, 
The Journal Office, St. Bartholomew’s Hospital, E.C. Telephcice: 





City 510. 








